Sir, In their interesting study, Mehta et al. stated that cerebrospinal fluid (CSF) cortisol levels were significantly higher in the bacterial meningitis (BM) group as compared to the viral meningitis (VM) group. The authors suggested that CSF cortisol may serve as a valuable, rapid, and relatively inexpensive diagnostic marker in discriminating between BM and VM and it can be a useful guide to monitor the response to therapy in BM.
Sir, In their interesting study, Mehta et al. stated that cerebrospinal fluid (CSF) cortisol levels were significantly higher in the bacterial meningitis (BM) group as compared to the viral meningitis (VM) group. The authors suggested that CSF cortisol may serve as a valuable, rapid, and relatively inexpensive diagnostic marker in discriminating between BM and VM and it can be a useful guide to monitor the response to therapy in BM. [1] I presume that the clinical implication of that suggestion is questionable. This is based on the following three points.
First, the cutoff values of CSF cortisol were not established to be practically implementable in the clinical setting.
Second, lumbar puncture (LP) is a procedure frequently performed in medical practice. Though LP is a safe procedure in experienced hands, families fear having it performed on patients, particularly sick children and refusing to have LP performed is not uncommon. The fear of paralysis and conviction that LP was unnecessary accounted for the majority of the causes for refusal to perform LP. [2] Therefore, it would not be easy to repeatedly take the consent of families for the performance of LP to monitor CSF cortisol response in the therapy on BM.
Third, the use of biological markers including procalcitonin (PCT) and C-reactive protein (CRP) has been proposed to facilitate the accuracy of the initial diagnosis of bacterial infections including meningitis. It is well-known that PCT is an acute-phase protein with faster kinetics than CRP and its concentration in serum rises within a few hours following the inception of a bacterial infection. I presume that serum PCT could be considered as a valuable, practical, and better alternative tool in the clinical setting than CSF cortisol for both diagnostic and prognostic purposes in managing cases of meningitis. This is based on the following three points: 1. It has been recently found that at an optimum cutoff value of ≥5,000 pg/mL, based on the area under receiver operating characteristic (ROC) curve, PCT showed a sensitivity, specificity, positive predictive value (PPV), and negative predictive value (NPV) of 98.5%, 93.5%, 98.6%, and 93.3%, respectively. Serum PCT with cutoff level of 15,000 pg/mL showed a sensitivity, specificity, PPV, and NPV of 92%, 67%, 91.4%, and 71.4%, respectively, for the differentiation of BM from VM.
[3]
2. Serum PCT level has been noticed to decrease rapidly with appropriate antibiotic treatment and hence, diminishing the value of repeating LP after admission to assess treatment efficacy.
[4] Utility of cerebrospinal fluid cortisol level in acute bacterial meningitis 3 . Most recently, serum PCT level has been seen to be related to the severity of disease in patients with BM as PCT levels decreased significantly in patients who had good curative effect, whereas PCT levels did not change in patients who had no curative effect. The levels of PCT were found to be significantly higher in those who died than in those who survived. [5] Financial support and sponsorship Nil.
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Errors in conducting screening for mild cognitive impairment with Hindi mental state examination
Sir, T h i s i s w i t h r e f e r e n c e t o t h e a r t i c l e e n t i t l e d "Neuropsychological markers of mild cognitive impairment:
A clinic based study from urban India" published in Ann Indian Acad Neurol (2015; 18: 177-80). [1] The authors deserve appreciation for their effort. However, I have a few concerns with this study. The authors stated that it was a crosssectional study and 42 participants [22 patients with mild cognitive impairment (MCI) and 20 normal controls (NCs) between the age of 60 years and 80 years] were chosen for the purpose of this study. [1] This statement in itself appears incorrect. A cross-sectional study (also known as prevalence study) is different from a case-control study (also known as case-reference study). Therefore, the usage of these terms is not interchangeable and cannot be used in this manner. Then the authors went on to write that the 22 individuals with MCI and 20 NCs were matched for age and education. This makes the study a matched case-control study and not a cross-sectional one. Importantly, the authors do not seem to have age-matched the individuals with MCI with the NCs. If the authors had individually matched the age, the number of individuals in the two groups would have been similar (20 individuals with MCI and 20 NCs) and not dissimilar (22 individuals with MCI and 20 NCs), as was the case in this study.
This takes me to my second concern with the study. The authors presented the demographic characteristics of those with MCI and the NCs in Table 1 (reproduced below) . A look at the table shows that the mean on the Everyday Abilities Scale of India for MCI is 0.00 and the mean for NC is also 0.00. Surprisingly, the statistical analysis performed on this (mean for MCI and the mean for NC) has a P value of 0.9, which is not possible. This needs a relook on the part of the authors.
Lastly, the authors stated that all the study participants were screened with the Hindi mental state examination (HMSE) and Everyday Abilities Scale of India. I am unable to understand the role of screening patients with HMSE. This screening has been conducted on all 42 study participants without assigning a specific role for this screening. The group MCI scored a mean of 28.00 (2.37) while the group NC scored a mean of 30.00 (1.00). The HMSE is a Hindi version of the mini-mental state examination (MMSE) and uses the same cutoffs for the assessment of cognitive impairment as MMSE (original version). [2] The authors of MMSE recommend that the following cutoff levels be used for classification purposes: Normal cognitive function = 27-30 and MCI = 21-26. Now, if a study participant is defined as normal in the screening test, how could he/she be included in the MCI group?
Financial support and sponsorship Nil.
Conflicts of interest
There are no conflicts of interest.
Sunil Kumar Raina
Department of Community Medicine, Dr. Rajendra Prasad Government Medical College, Tanda, Himachal Pradesh, India 
